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Objectives. To compare the attitudes of third-year pharmacy students and pharmacy graduates towards
people with schizophrenia and severe depression.
Methods. Third-year pharmacy students (n 5 216) and pharmacy graduates (n 5 232) completed a
survey instrument with 21 common items. The third-year students had not yet received any mental
health lectures or tutorials as part of their pharmacy course. The graduates had completed their uni-
versity education, including mental health lectures and tutorials, plus 6 months of supervised clinical
practice in the pharmacy workplace.
Results. There were no significant differences between the third-year students and pharmacy graduates
in terms of social distance from people with schizophrenia. The rates of stigmatization of people with
schizophrenia and severe depression were also similar between the groups.
Conclusions. Mental health lectures and tutorials delivered by pharmacists and supervised clinical
practice in the pharmacy workplace may not decrease students’ social distance or stigmatization of
people with mental illness. The results of our study suggest that more comprehensive education and
training programs are needed to improve the ability of pharmacists to meet the needs of people with
mental illness.
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INTRODUCTION
Services provided by pharmacists are potentially well

suited to optimize the use of medications for mental ill-
ness.1 Provision of information about psychotropic med-
ications by pharmacists, however, may be limited by poor
communication with and suboptimal attitudes towards
people with mental illnesses. Canadian community phar-
macists have reported being less comfortable providing
pharmaceutical services to people with mental illnesses
than to those with cardiovascular conditions,2 and Finnish
pharmacists were less likely to provide directions for use
of psychotropic medications than for 8 other medication
classes studied.3 The attitudes of health professionals in
Australia have been cited as a barrier to the reform of
mental health care delivery.4 Health professionals may
also contribute to the stigma experienced by people with
a mental illness.5,6 The fear of stigmatization among peo-
ple with mental illnesses may be linked to their reluctance
to seek help when symptoms first appear. Up to two thirds
of people with mental illnesses in the United States do not
seek treatment.7 In Australia general medical practi-

tioners conducted more than 10.4 million mental health-
related consultations in 2003-2004; however, fewer than
40% of people with mental illnesses received care specific
to their condition.8

The concordant approach to medication counseling is
based on the formation of a therapeutic alliance between
pharmacist and patient.9 Understanding peoples’ experi-
ences of their illness is an important aspect of providing
concordant medication counseling. The beliefs among
health professionals that people with mental illnesses
are hard to talk with, have different feelings, and are un-
predictable are thought to contribute to social distance.10

Social distance has been defined as the relative willing-
ness to associate with or enter into relationships of vary-
ing degrees of intimacy with a person.11 A large social
distance between health professionals and people with
mental illnesses may mean that health professionals do
not understand peoples’ experiences with mental ill-
ness.10 Measurements of social distance have been used
as a surrogate for behavior associated with discrimina-
tion.12,13 Instruments that assess social distance have also
been used to evaluate education and clinical placement
programs for health professionals.14,15

Clinical practice experience in the pharmacy work-
place has become a core component of pharmacy
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education in many countries. Given the volume of pre-
scriptions dispensed for psychotropic medications, grad-
uates undertaking supervised clinical practice in a
community pharmacy interact with people with mental
illnesses on a daily basis. Promoting contact with people
with mental illness may be a useful strategy to decrease
stigma and improve attitudes.16 Of 3 educational strate-
gies studied to improve attitudes among community col-
lege students in the United States, providing contact with
people with mental illnesses was found to be the most
effective.17 Familiarity with mental illness is associated
with more positive attitudes toward people with mental
illness.18

Several studies have reported the attitudes of pharma-
cists and pharmacy students towards people with mental
illnesses,2,19-21 yet few studies have assessed the impacts
of mental health education programs for pharmacy stu-
dents. The aim of this study was to compare third-year
pharmacy students’ and pharmacy graduates’ social dis-
tance and stigmatization of people with schizophrenia and
severe depression.

METHODS
A survey instrument was developed that included the

7-item Social Distance Scale (SDS) and 14 items related
to stigmatization of people with severe depression and
schizophrenia. The SDS is a widely used scale for which
the reliability and validity has previously been estab-
lished.13,18,22,23 The SDS requires respondents to indicate
their willingness to associate with a person previously
hospitalized with schizophrenia on 4-point Likert scales,
ranging from ‘‘definitely willing’’ (1) to ‘‘definitely un-
willing’’ (4). The 14 items related to mental health stigma
were scored on 5-point Likert scales, ranging from
‘‘strongly agree’’ (1) to ‘‘strongly disagree’’ (5). These
items were derived from 2 earlier surveys of the British
general public10 and British medical students and medical
practitioners working in a London hospital.24 Demo-
graphic information collected from each of the respond-
ents included age, gender, country of birth, personal
experience of mental illness, and whether respondents
had visited a psychiatric facility.

The survey instrument was administered to all phar-
macy graduates attending a seminar (not mental health
related) held in Sydney. The seminar was a compulsory
event for all preregistration pharmacy graduates in the
state of New South Wales (NSW). In Australia, pharmacy
students graduate after completing a 4-year degree course
and then undertake 12 months supervised clinical practice
before being eligible to complete the state board exami-
nations for registration as a pharmacist. Prior to attending
the seminar, each graduate had completed approximately

6 out of the required 12 months of supervised clinical
practice. During these 6 months the pharmacy graduates
were required to undertake supervised work as a pharma-
cist in either a hospital or community pharmacy. This
work included dispensing prescriptions and providing
medication counseling to people with mental illnesses.
The majority of graduates seeking registration in NSW
undertook their degree course in pharmacy at the Univer-
sity of Sydney, where they attended a series of 7 lectures
on common mental illnesses, and received 1 mental health
tutorial delivered by a pharmacist tutor. Graduates seek-
ing registration in NSW who did not attend the University
of Sydney completed a degree course in pharmacy either
elsewhere in Australia or internationally that was deemed
equivalent by the New Zealand and Australian Pharmacy
Schools Accreditation Committee (NAPSAC) or the Aus-
tralian Pharmacy Examining Council (APEC).

A survey instrument that included the SDS and 14
items related to stigmatization of people with severe de-
pression and schizophrenia was also administered to all
third-year pharmacy students at the University of Sydney.
The pharmacy students completed the instrument prior
to their attendance at the series of mental health lectures
and the mental health tutorial. The third-year pharmacy
students had not received any specific training in
mental health care offered by the Faculty of Pharmacy,
either practical or theoretical, prior to completing the
instrument.

The study was approved by the Northern Sydney
Health Human Research Ethics Committee, and permis-
sion to survey the pharmacy graduates was granted by the
Postgraduate Training Course Committee (body respon-
sible for organizing the graduates’ seminar). All respond-
ents completed the instrument anonymously. Completion
of the survey instrument was voluntary, and graduates and
students had the option not to answer specific questions.
Data were coded and entered in the Statistical Package for
Social Sciences (Version 11.5). Descriptive statistics
were computed. Differences in demographic character-
istics between the 2 groups were compared using chi-
square tests. Independent t tests were used to compare
survey responses of the third-year students and pharmacy
graduates.

RESULTS
A completed survey instrument was returned by 232

out of 270 pharmacy graduates (86% response rate) and
216 out of 229 third-year pharmacy students (94% re-
sponse rate). The demographic characteristics of respond-
ents are outlined in Table 1. Pharmacy graduates were
older and significantly more likely to have visited a psy-
chiatric facility than the third-year pharmacy students.
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The SDS scores for the graduates and pharmacy students
are outlined in Table 2. There were no significant differ-
ences in social distance between graduates and pharmacy
students for any of the 7 social distance items. The internal
consistency of the SDS, measured using Cronbach’s
alpha, was 0.86. The proportions of students and graduates
holding negative views (who either agreed or strongly
agreed) about each of the 7 aspects of stigmatization items
are outlined in Table 3.

DISCUSSION
The pattern of responses on the SDS among third-year

pharmacy students and pharmacy graduates was similar.
It appears that workplace contact with people with mental

illness, and university-based mental health education,
were not associated with changes in social distance.
Although promoting contact with people with mental ill-
ness has been demonstrated to reduce stigma and improve
attitudes,16 our study indicates that this may not be the
case when contact takes place in the community or hos-
pital pharmacy setting. Promoting contact with people
with mental illness is most effective as a strategy to reduce
stigma when both health professionals and people with
mental illness share equal status.16 During their clinical
practice experience, the pharmacy graduates and people
with mental illness were in a health care provider-patient
relationship, and therefore equal status was unlikely to
have been perceived.

Table 1. Demographic Characteristics of Respondents to a Survey on Attitudes Towards People With Mental Illness

Characteristic Third-Year Students (n5216) Graduates (n5232) P

Gender, No. (%)
Male 72 (33.3) 87 (37.5) NS

Female 144 (66.7) 144 (62.5)

Age (yrs)
Mean 22.1 25.3 ,0.0001*

Range 19-46 21-64
Birthplace, No. (%)

Australia 111 (51.6) 105 (46.5) NS

Western Pacific (excl. Australia) 76 (35.5) 63 (27.9) NS

Other 27 (12.7) 49 (21.7) ,0.025

Have you ever suffered a mental illness, No. (%)
Yes 14 (6.5) 14 (6.0) NS

No 202 (93.5) 216 (93.1)

Have you ever visited an institution for
people with mental illness, No. (%)

Yes 39 (18.1) 98 (42.2) ,0.001

No 177 (81.9) 133 (57.3)

*The mean age of third-year pharmacy students and pharmacy graduates was compared using an independent t test
NS 5 not significant

Table 2. Responses to a Social Distance Scale Assessing Pharmacy Students’ and Graduates’ Attitudes Towards
A Person With Schizophrenia

For a Person Previously Hospitalized
with Schizophrenia

Third-Year Students
(n5216) Mean (SD)*

Graduates (n5232),
Mean (SD)* P

Share a flat with that person 2.94 (0.690) 2.99 (0.672) 0.463

Work alongside that person 2.09 (0.713) 2.04 (0.687) 0.412

Have that person as a neighbor 1.96 (0.772) 1.91 (0.700) 0.482

Have that person as a baby sitter for child 3.55 (0.639) 3.50 (0.659) 0.383

Have one of your children marry that person 3.07 (0.775) 3.03 (0.764) 0.629

Introduce to friend as relationship partner 2.92 (0.735) 2.85 (0.786) 0.378

Recommend that person for a job 2.22 (0.710) 2.20 (0.722) 0.731

*Lower scores are indicative of less social distance. Items were scored on a 4-point Likert scale on which 1 5 definitely willing and 4 5 definitely
unwilling
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The clinical practice experience involved the
graduates working in general hospital and community
pharmacy settings under the supervision of registered
pharmacists with a minimum of 3 years practice experi-
ence. The clinical practice experience was not specifi-
cally focused on provision of psychiatric pharmacy
services, although a significantly higher percentage of
graduates had visited psychiatric facilities compared to
the third-year students. This may be because graduates
undertook their placements in hospitals with inpatient
mental health facilities or community pharmacies that
supplied medications to community mental health cen-
ters. Beyond attending continuing professional education
lectures, some of which may have been related to mental
health, the majority of graduates’ supervisors would not
have received specialist training in mental health. Grad-
uates’ attitudes may be reinforced by the attitudes of their
supervisors, and therefore educating graduates’ supervi-
sors about mental illness may also be important.

The results of our study substantiate those of an ear-
lier investigation of clinical psychiatry rotations under-
taken by pharmacy students in the United States.14 In
that study social distance was found to be unchanged before
and after students’ attendance at a psychiatric facility.
Clinical placement programs for medical and nursing stu-
dents, however, have been associated with improvements
in social distance.15,25 A possible reason may be that al-
though the pharmacy students and graduates frequently
interacted with users of medications for mental illness,
discussion may have been limited to how to take medi-
cations rather than peoples’ experiences of their illness.
Similarly, undergraduate pharmacy mental health educa-
tion has tended to focus on the properties of medications
rather than the experiences of people. Members of the
general public with a medical understanding of schizo-
phrenia had greater social distance than those who per-
ceived schizophrenia as a life crisis.26 Given that social

distance between health professionals and people with
mental illness may mean that health professionals do
not understand peoples’ experiences of their illness,10 it
is a concern that present educational strategies may not
lead to improvements in social distance. Understanding
and considering peoples’ experiences of their illness is
fundamental to the provision of concordant medication
counseling. Lack of appreciation of consumer perspec-
tives in treatment decision making is a key component
of dissatisfaction reported by people with mental illness.27

Overall the pharmacy students and graduates held
less stigmatizing attitudes in relation to dangerousness
and unpredictability than the British general public10 or
British medical students and practitioners.24 Unlike the
British general public or medical students and practi-
tioners, neither the pharmacy students nor graduates dis-
tinguished between people with severe depression or
schizophrenia in terms of dangerousness to others. Pre-
vious studies of pharmacists’ attitudes toward people with
mental illness have examined attitudes to mental illness in
general rather than attitudes to specific illnesses.2,14,19-21

Although schizophrenia has been more heavily stigma-
tized than other mental illnesses,7 this was not reflected
in the way that the pharmacy students and graduates
responded. This unexpected result may indicate that the
pharmacy students and graduates viewed different types
of mental illness in the same way. Given that mental
illness encompasses a wide variety of conditions, this
may suggest a lack of awareness about specific illnesses.
Further research is needed to clarify the extent to which
pharmacy students and graduates have different attitudes
towards people with different types of mental illnesses.
The pharmacy graduates were less likely to describe peo-
ple with severe depression as unpredictable than were the
pharmacy students, medical students and medical practi-
tioners,24 and general public.10 Conversely, pharmacy
graduates indicated that people with schizophrenia were

Table 3. Pharmacy Students’ and Graduates’ Stigmatization of Patients With Severe Depression and Schizophrenia

Third-Year Pharmacy Students (n = 216) Pharmacy Graduates (n = 232)

Negative Opinion
Depression,
% (95% CI)*

Schizophrenia,
% (95% CI)*

Depression,
% (95% CI)*

Schizophrenia,
% (95% CI)*

Danger to others 28.8 (22.7-34.9) 33.8 (27.5-40.1) 30.0 (24.1-35.9) 32.1 (26.1-38.1)

Unpredictable 42.6 (36.0-49.2) 52.6 (45.9-59.3) 24.4 (18.9-29.9) 48.1 (41.7-54.5)

Hard to talk to 26.4 (20.5-32.3) 14.9 (10.1-19.7) 29.9 (24.0-35.8) 25.7 (20.1-31.3)

Have different feelings 35.4 (29.0-41.8) 28.2 (22.2-34.2) 39.3 (33.0-45.6) 28.8 (23.0-34.6)

Themselves to blame 3.2 (0.8-5.6) 2.3 (0.3-4.3) 6.1 (3.0-9.2) 2.9 (0.7-5.1)

Should pull themselves
together

11.7 (7.4-16.0) 9.2 (5.3-13.1) 16.7 (11.9-21.5) 14.4 (9.9-18.9)

Never recover 2.8 (0.6-5.0) 9.8 (5.8-13.8) 3.5 (1.1-5.9) 14.1 (9.6-18.6)

* Percentage who agreed or strongly agree with the statement
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harder to talk to than did the pharmacy students. Signif-
icantly more pharmacy students and graduates indicated
that people with severe depression and schizophrenia
‘‘should pull themselves together’’ than the medical
students and practitioners.24 This suggests that these phar-
macy students and graduates may not have a comprehen-
sive understanding of the nature of these illnesses.

When interpreting the results of our study, measure-
ments of social distance and stigmatization do not neces-
sarily reflect pharmacists’ and pharmacy students’ overall
competence to provide pharmaceutical services. Our
study assessed 2 frequently measured constructs, but
there may be many components to students’ ability and
willingness to provide pharmaceutical services. Knowl-
edge about mental disorders and the properties of psycho-
tropic medications is one example. Some pharmacy
students may have undertaken part-time work in pharma-
cies during the first 3 years of their degree course, and
third-year pharmacy students at The University of Sydney
are required to undertake a 3-hour per week structured
internship in a hospital or community pharmacy. Our
study did not assess whether attitudes of students or grad-
uates changed over time, and it is possible that the phar-
macy graduates had different attitudes to the third-year
pharmacy students before commencing their supervised
clinical practice. Additional studies with a parallel control
group are required to make definitive conclusions about
the impacts of pharmacy education programs on students’
attitudes towards mental illness. Furthermore, as both un-
dergraduate and postgraduate pharmacy education differs
considerably across the world, our findings may not be
generalizable to all settings and/or schools of pharmacy.

Notwithstanding the limitations described above, the
results of our study suggest that more comprehensive edu-
cation and training programs are needed to improve the
ability of pharmacists to meet the needs of people with
mental illness. Given the significant burden of mental
illness, education about mental health care deserves much
greater prominence in the curricula of most pharmacy
schools. It is not sufficient for students and graduates to
only understand about the pharmacology of psychiatric
medications and how to counsel patients about potential
adverse drug events. In order to provide effective health
care, pharmacists must develop insights into the lives and
challenges of people with mental illness. Further research
into new models of mental health pharmacy education is
warranted. Misconceptions about mental illness may be
difficult to change through conventional educational strat-
egies and are reinforced by media misrepresentation and
the attitudes of peers.5 The use of ‘‘real patients’’ in the
classroom to improve students’ attitudes toward providing
pharmaceutical care has been described;28 and the use

of consumer educators to provide mental health education
for community pharmacists has been piloted.29 Forming
educational partnerships between consumer educators
and pharmacy students may empower the consumers and
be of educational value to students. This model of mental
healtheducationmayallowpharmacystudents togainabet-
ter understanding of peoples’ experiences of their illness.

CONCLUSIONS
The study suggests that traditional methods of phar-

macy education, including mental health lectures and
tutorials delivered by pharmacists, and clinical practice
experience that takes place in the community or hospital
pharmacy workplace, may not improve social distance or
students’ stigmatization of people with schizophrenia and
severe depression. These forms of mental health educa-
tion may not provide students or graduates with the in-
sight required to understand peoples’ experiences of their
illness. The development of new models of pharmacy
education may be required to improve communication
between pharmacists and people with mental illness.
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